Abstract A qualitative study of inpatients' perspectives on what it means to be involved in their own care, and providers' experiences with encouraging user involvement in care planning and service provision is reported. Twenty semi-structured interviews with inpatients, fourteen log reports from providers and sixteen sets of written minutes from staff meetings constitute the study data. Differences were found between inpatient and provider perspectives. Inpatients reported few opportunities to have meaningful input in the decision-making regarding their care, while providers reported difficulty engaging inpatients into discussions or care planning. Although participants described providers as nice, understanding and supportive, these qualities did not always translate into their feeling seen and heard as unique individuals. When experiencing difficulty in engaging inpatients in existing forms of treatment, providers reported being aware of few options for them to try in increasing user involvement. Such different perspectives will need to be addressed in future efforts to increase service user involvement in inpatient care.
Introduction
Service user involvement has been a key aspect to policy making for mental health services globally for the last two decades. User involvement has become a value and norm both to inpatient and outpatient mental health services, as service users have gained a right to have influence on the planning, development, and implementation of their individual care as well as service provision and service development in general [1, 2] . Involvement of service users as active participants in care represents a shift in power distribution from service providers to service users. It has been encouraged as a mean to provide services in accordance with the individual's needs, and to enable service users to take control over their lives, promote recovery, and reclaim a meaningful role and status in the community [3, 4] .
Perhaps in no other domain of mental health practice does service user involvement represent as significant a challenge to existing practice more than in inpatient care. For inpatient mental health services, the call for user involvement calls into question the very basis of treatment philosophies, norms and rules, and the ways in which services are provided. To allow for user involvement, service providers will have to modify their roles as authority figures, as benign care takers, and as being the sole experts on treatment and care in order to empower service users by engaging them in dialogue and in partnership in decision-making about individual treatment and services.
To what extent service user involvement may already be a core aspect of service provision in inpatient mental health services has not been extensively study. Some empirical studies suggest that providers' hold positive views regarding service user involvement, and consider it important for service development [5] [6] [7] [8] [9] . Other studies of providers' perspectives point to a variety of understandings of the concept and of possible strategies that may be used to promote user involvement [6, 10] . We could find no studies that explored service users' perspectives on the topic of user involvement in inpatient settings.
We do know, however, that service users are a heterogeneous group, with individual differences in needs and interests when it comes to participation and involvement [9, 11, 12] . In addition, we know that service user and provider perspectives on treatment and care are not necessarily the same [13] . For example, studies have found differences in patients' and providers' views on the person's need for monitoring and follow-up from mental health services [14] [15] [16] . Service users and providers also differ in their views on the perceived barriers to collaborative treatment planning [17] . Providers perceived patients' disabilities, non-compliance with treatment, and lack of interest as the three greatest barriers, while patient participants reported being resigned to not being involved in planning their own care because they perceived their providers as being too busy and as not having been trained to plan care collaboratively, and because they were uncertain whether or not care planning, or care in general, would make any kind of significant difference in their lives.
In the following paper, we explore both service user and service provider perspectives on user involvement in inpatient care in Norwegian CMHCs. First, we examine inpatients' experiences with involvement in their own care. Second, we study how service providers have attempted to encourage and increase user involvement both at individual and at departmental levels of service provision, and the challenges they perceived in this work.
Methods

Study Setting
In Norway, community mental health centers (CMHC) have been established to provide specialized, easily accessible, and coordinated inpatient and outpatient mental health services in the community [2] . Strong emphasis is placed on active treatment and rehabilitation, on acknowledging service users' perspectives, and on focusing on service user involvement at the individual and departmental levels of service provision. In addition, care within the inpatient department is to be structured and goal-directed, emphasizing the development and use of individual care plans [18] .
Study Design
The data for this study were collected from inpatients and service providers in two CMHCs in the western health region of Norway in 2007 and 2008. Data were gathered as part of a research project to increase awareness of and attention to service user involvement, and to begin to develop user involvement at the inpatient departmental level.
As part of this project, the following initiatives were implemented: (1) interviews with inpatients were conducted about their experiences with involvement in their own care; (2) a seminar was held to engage providers in a dialogue with service users, family members and service user representatives about user involvement and the need for changes in service provision; and (3) monthly staff meetings were held during an eight-month period with a facilitator to follow-up initiatives from the seminar and to engage providers in a dialogue and reflection about user involvement and their experiences in their daily work [19] . The latter two initiatives were introduced as change efforts, inspired from literature on organizational change emphasizing dialogue and participation [20] [21] [22] . In this paper, we report on the experiences with user involvement elaborated in the interviews with inpatients. An extraction of these data have previously been reported by Storm et al. [19] to illustrate the practical use of interview data in the forthcoming work at the dialogue seminar and staff meetings. We also report data from two dialogue seminars, log reports from service providers, and meeting minutes from staff meetings with the facilitator.
Ethics
The Norwegian Social Science Data Services, the Privacy Ombudsman for Research, and The Regional Ethical Committee approved the study protocol. Written information about the research project was provided to all of the participants before the interviews and program period were initiated. Participation in interviews or staff meetings was voluntarily, and it was emphasized that there would be neither a reward for participating nor a sanction for not participating. Agreement for the departments to take part in the research project was made by organizational leaders and service providers in the inpatient departments.
Data Collection
Patient Interviews
All inpatients during a five week period of August to September, 2007 were invited to participate in interviews about user involvement and their experiences with being involved in their treatment while inpatients in the CMHCs. A semi-structured interview guide served as a protocol in each interview. In the guide, service user involvement was defined as: Service users are to be involved, participate, and influence the planning and implementation of their treatment and service [2] . Interview questions covered a variety of aspects related to being involved in one's own care such as taking part in discussions about medication and activities to attend in the department, taking part in meetings about treatment, being provided with training and skills to cope with mental health problems, taking part in filling out individual care plans, taking part in discussions about department rules and routines, and the nature of inpatients' relationships with providers in the department [19] . Interview participants could speak as freely as they wanted about their experiences in relation to the interview questions. Some interviews lasted for forty-five minutes, on average an interview lasted for twenty-five minutes. All interviews were performed in person by a researcher, and transcribed by the interviewer. A digital recorder was used in most interviews, but there were five participants who did not want their interviews recorded. In these interviews, written notes were taken. Two participants requested to have a service provider present during the interview, which was accommodated.
Reports from Dialogue-Seminar, Log Reports Written by Service Providers, and Summaries from Staff Meetings Discussions at the dialogue seminar centered on clarifying the meaning content to user involvement. Efforts were also made to identify areas and activities that might increase awareness of and improve current practices with regard to service user involvement in the departments. A short presentation of some experiences with involvement from the inpatient interviews were also provided by the researchers.
Throughout the project period, there were eight staff meetings held with a facilitator in each of the two CMHCs. In between each staff meeting providers filled in log reports to describe their practical efforts to promote user involvement, including their own experiences as well as the challenges they faced in their work. At each staff meeting, the log reports were presented by a provider from the department in which the log had been written. The presentations were followed by discussions of the log content. Following each meeting minutes were usually recorded, containing the themes discussed, questions raised, and any conclusions made. During the program period there were 16 recordings of minutes and 14 log reports. This material constituted the data used in this study.
Study Participants
Interview Participants
Twenty inpatients participated in interviews, thirteen women and seven men. They were all between 18 and 70 years, diagnosed with Schizophrenia, Schizoaffective, or Bipolar disorder. The majority of the participants were voluntarily admitted (sixteen people), while four were involuntary admitted. Two participants were admitted for the first time, while the rest had a history of multiple and long term admissions to mental hospitals. They had stayed in the CMHC and the departments for years, irrespective of their age. Some were about to move home to their community.
Service Providers
Service providers were nurses, mental health nurses, auxiliary nurses, social workers, department leaders and therapists (psychologists and psychiatrists) employed at the inpatient departments in the two CMHCs. From the minutes, about 20-25 providers took part in staff meetings during the program period. However, there were fewer participants (10) at one of the centers approaching the end of the program period.
Data Analysis
Qualitative material from inpatient interviews and the intervention process (minutes from staff meetings and log reports from service providers) were analyzed using content analysis [23, 24] . The themes and sub-themes were discussed and reviewed by both authors.
Results
Both providers and service user representatives came to consensus within the seminar that the following two issues were central to service user involvement in inpatient settings: Service user involvement requires: (1) offering inpatients opportunities to participate in decision-making about their treatment and their life situation; and (2) acknowledging a person's right to be seen, heard and understood. These two issues served as a framework for organizing the findings of the analysis, as presented below. As will be seen in the following description, the first issue was later divided into two related but distinct themes, these being decision-making and participation. Findings are presented first for the inpatients' perspective, and second for the providers' perspective.
Inpatients' Experiences with Being Involved
Opportunities to Take Part In Decision-Making About Treatment and Life Situation
Early in the interviews, participants were asked if they took part in planning their own care. Most people found this a difficult question to answer. It was not clear to them what participation and involvement in their own care or treatment actually meant. When the interviewer followed up with a more specific question about taking part in discussions about medication, as one example, participants initially described what they knew about the medications they were taking. They appeared to have quite a bit of knowledge about the medications, how they worked, and their common side effects. They also reported that the medications failed to take away all of their symptoms. For some, anxiety and psychotic symptoms were still present despite high dosages of medication, while being associated with troublesome side effects such as weight gain, restless legs, impotence, and feelings of apathy. This left many people feeling ambivalent about taking the medications they were prescribed. Another struggle participants reported was a fear of relapse and of things getting worse should they stop taking the medication. One young woman described the hard lesson she had had to learn about the importance of taking medication despite the drawbacks when she said: ''I relapse without medication. I have stopped taking them many times before and got sick. I must take the medication all the time. I learned that it is important.'' With respect to their participation in decision-making related to medications, participants reported having little influence in this area. It was common for them to discuss types and dosages of medication with the inpatient staff. Some also reported discussing these issues with their general practitioner or the psychiatrist at the mental health center. But to have any influence on the final decision-making was difficult. For example, one woman in her fifties described her difficulties in influencing the decision-making in relation to her wish to reduce her medication:
It's hard, the medication. They only want to continue. They do not want to change medication or reduce the dosage, what you are on you are on. I managed to negotiate the dosage last week, but that was the result of nagging.
Other participants described similar difficulties in having influence on the decisionmaking process about medication, including the fact that providers used threats or coercion to get people to take the medications as prescribed, as illustrated below:
They decide behind my back, without involving me, without talking to me about how I want to reduce. ''If I do not take the tablets I will have injections.'' Another way in which people could participate in decision-making about their own care was by attending, or not attending, meetings with providers. When asked about their participation in such meetings, participants understood these primarily to be either individual sessions with their primary provider or therapist and/or the morning meetings in the department in which the schedule for the day was presented. Other meetings included team meetings involving the person, his or her family members, and one or more service providers as well as his or her therapist. These meetings were held with people who were in the process of transitioning to the community, and were used to plan for follow-up care. Some participants described such meetings as unpleasant and stressful. One woman described the negative feelings she experienced when taking part in team meetings about her treatment:
I cannot stand to take part in meetings, where I am to be discussed when I am present. I feel bad, I try to be undisturbed, but I get provoked and feel bad. It is not pleasant because they do not only say positive things about you.
A young man explained how he has tried to avoid attending such meetings by participating at a distance, through his provider: ''I write a list of what I need, and then they take it up in the meeting and discuss how they can arrange for it.'' Either way, these participants did not view their attendance at such meetings to be very useful or to provide them with much of an opportunity to participate in making decisions about their care.
A final example of a way to participate was through the vehicle of the individual care plan. In Norway, service users have a right to an individual care plan if they are in need of long-term and coordinated health and social services. The plan is to be a tool, stating the person's treatment goals, and outlining the responsibilities of those involved in treatment and follow-up. It is to be signed by the person, also stipulating who the plan is to be available for.
In most of the interviews there was considerable confusion, both about this concept of an individual care plan as well as about each person's nursing care plan. A few participants said they had an individual care plan, and stated that they had been present with staff when they were filling out their plan. There were also those who did acknowledge knowing that they had a care plan, but they reported not having been involved in developing it. But most participants did not know that they had an individual care plan or a nursing care plan. As one young man said: ''I do not know what it is. I have had a plan before, a future plan, but not now.'' Another person described having his own future plan in his head, but did not expect that this was shared by the staff.
In contrast, most participants were aware that they had a right to file a complaint should they have concerns about the care they were receiving, including being treated involuntarily. Some reported having filed such complaints. No participants reported this to have been helpful, however. In addition to requiring a lot of effort, participants saw no benefit to exercising this right, as they felt that their concerns had been dismissed by the commission.
Taking Part in Treatment Activities Provided by Staff in the Departments
Skill training and courses to learn how to cope with symptoms were conducted on a regular basis in the centers. Some of the participants had just joined in on a new course session, some were not sure if they would mange to start, while others already had completed courses. Those who had attended said that it had been useful to varying degrees in learning how to handle daily life, how to communicate with people, how to recognize symptoms, and who to contact (general practitioner or providers at the CMHC) if experiencing increasing symptoms. But other participants reported dropping out of these courses, some after a couple of sessions, others after only one session. As one young woman said: ''I have only been to a single session of the course but did not go back. It felt exhausting, bringing up negative emotions and memories from being sick. '' In addition to finding these groups difficult, some participants said that they would be more engaged in daily activities were it not for their mental and physical symptoms inhibiting their ability and strength to take part in courses and in daily life in general. A response from an elderly woman captured this: ''I took care of the flowers and the garden earlier; I can not do it any more. It's enough to get into the shower in the morning.'' Each of the departments had scheduled daily activities such as walking groups, physical exercise and training (jogging, working out in gym), and handcrafts. Some participants also described cleaning out their rooms and taking part in preparing meals. However, one man questioned whether any of these activities were to be considered ''treatment'' per se, and whether taking part in the morning meetings and other scheduled activities had to do with participating in his own care. As he said: I feel that they have stored me away, given me medication and a place to be, I get restless, get nothing done only stay in bed to sleep. I feel I get worse by being here. But yes I do participate, I'm here, and I take part in morning meetings, if that has to do with participation?
For other participants, it seemed more of an obligation to take part in the regular social activities provided in the departments rather than something they actively chose. This aspect of participation was pointed at, but formulated differently, by two young men:
It is ok, but when you have to do it, it's not that fun. Especially when you feel that everything is against you. When you are mentally ill, have anxiety and depression, there are things you can do to get better. You have to do something yourself to get better.
But when asked what he was doing to get better, this young man did not respond. Participation in treatment activities provided in the departments appeared to be a complex matter. Some participants took part because they wanted to, while others thought that they had to take part in order to get better. Still others chose not to participate, some because they did not want to attend courses or daily activities or had not found them useful, others because they were exhausted by their symptoms.
Being Seen and Heard
Participants were asked if they were treated with respect by providers in the departments. On the whole, they used words like nice, understanding, supportive, and caring to describe their primary care provider and other department staff. Some said that the department was a good place to be, referring especially to sharing pleasant recreational activities with providers, such as boat trips or parties in the garden. Participants also described helpful meetings with providers, discussing how things were going in their life and on the unit and their plans for the future, including follow-up care. They also talked about resources, how to cope with daily life, and how to look for positive things in life if they were feeling down. One young woman also reported appreciating her provider's efforts to advocate on her behalf.
On the other hand, participants also described conflicts with providers. For example, participants reported that providers repeatedly emphasized that they had to go home, and that the department was not a home but a place to get better. But for one woman, the department had already become her home; as she said:
I cry over how sad life has been. I feel the anxiety. I want to stay here. I would most live with my family, to have my family around me. I have lost this I will stay here. I would not even have managed to prepare dinner alone. I sit here. I get up early and go late to bed. I have no future. I'm afraid of the future.
Participants also reported conflicts arising because of differences in perspectives on treatment, some of which contaminated what were previously good relationships with providers. A young man said:
My primary provider is not ok now. He was ok before I was admitted. It has to do with medication…. We had a good relationship before, we were more like comrades. I feel he lied to me, I feel he fooled me.
A woman referred to another conflict situation with staff, in which she felt she had not been heard. She related this experience to not being trusted or believed due to her mental illness:
When you are a mentally ill patient, you just are not trustworthy. When you say something, no one will believe you; everything has to be checked, before they can believe you.
Participants also described wanting more flexibility in department routines. A young woman told of her experience when providers held rigidly to unit routines rather than responding to her individual needs:
At first when I was here I could not sleep…anxiety. I did not get to talk to the night staff. It is horrible to spend much time in the room. I understand that I must not turn night into day, but it is important to make exceptions when you cannot sleep.
Other participants talked about not receiving information from staff related to what was going on, and felt that the staff spent too much time in the staff office, instead of being with them. As a young man said: ''I'd like to have staff take some more time to sit down and talk. It's like you have to look for them.'' Participants described being seen heard and understood as keys to being helped. As one man said: ''It is important to feel that there is chemistry. To tell your story and to benefit from sessions, you have to feel that they care and want to help you.'' He reported that he did experience this while on the inpatient unit at the CMHC, in contrast to what he had experienced at the mental hospital. Other interview participants, however, reported not feeling seen and heard during most part of their inpatient stay, and that this got in the way of their being helped. While providers were described on the whole as being nice, understanding, and supportive, this did not always translate into participants feeling that they were actually being seen or heard as unique individuals.
Providers' Perspectives on User Involvement
In addition to the three themes described above, providers also discussed the issue of service user involvement at the department level. This theme will be described following the description of providers' perspectives on the three themes elaborated above.
Opportunities to Take Part in Decision-Making About Treatment and Life Situation
As we saw above, medication was one aspect of treatment elaborated on in several of the inpatient interviews. Participation in decision-making about medication was also mentioned as an activity to focus on at the dialogue seminar. Despite this, shared-decision making in relation to medication was not a specific area brought up in the staff meetings during the program period.
In contrast, providers did pay attention to the individual care plan. In the logs, there were comments about the need to clarify who, and at what level of services (community or at the CMHC), held the responsibility to develop and update the individual care plan. Doing so was perceived as a challenge, in that the plan coordinator did not always have the necessary knowledge about the person's individual goals, and what services and benefits the person could access. In one log it was illustrated how an individual plan could be useful:
A patient together with the primary provider presented the individual care plan at a meeting with providers and family members so the patient should not experience being talked about, and at the same time be able to control what was being talked about.
Providers also reported that developing an individual care plan provided them an opportunity to get an overview of the person's treatment, social life, and available resources.
When the logs were presented in the staff meetings it was emphasized that providers had an obligation to initiate and continuously update the individual care plan, preferably together with the person. The facilitator pointed out that official policy documents did not specify who the plan coordinator should be, or what competence the coordinator should hold. She also pointed out that therefore the person could coordinate his or her own plan, with support from providers. Providers instead emphasized that the coordinator should be close to the person, that the plan should be developed while the person was admitted to inpatient care, and that the responsibility for the continuous update of the plan was to be with providers either at the community level or at the CMHC. Most important from the providers' perspective was that the plan be updated before the person was discharged.
In addition to their attention to procedures and administration of the individual care plans, several providers did make efforts to update individual care plans together with their patients. In the logs, several challenges were reported. Providers described some people as not understanding the meaning content, or the usefulness, of a plan and therefore having little interest in participating. Providers also found it hard to motivate people to become interested or to get to the point at which people took ownership of their plan. Even though the plan was to be beneficial to the person, providers saw as a major challenge, selling this fact to their patients. A log illustrated a common experience when attempting to develop a plan:
A patient refuses to collaborate about individual care plan. The patient is resistant to almost all interference in his/her life, except for the part of getting help to get an apartment.
Providers also mentioned that the inpatients were not the only barriers to developing care plans. Without much elaboration, providers were referred to as themselves being stoppers. In a log it was reported that providers found it time consuming to make the written formulations, especially to make them in a way so that the person would agree to and sign the plan.
To be provided opportunities to be part of the meetings where the decisions about treatment are being made is another way to be involved in decision-making. Providers talked about patient participation in meetings, in relation to updating of the individual care plan and when planning follow-up care. Although they did acknowledge that it was their responsibility to facilitate patient involvement in meetings, providers did not appear to grasp how meetings could be a good experience for people or provide them with an opportunity to be seen or heard. In the report from one staff meeting, the following was concluded:
The starting point is that the patient is to participate in meetings, but it is challenging to get them to participate and we often experience that patients withdraw from meetings.
Taking part in treatment activities provided by staff in the departments As we saw above, several of the inpatient participants referred to taking part in morning and other meetings in the department as a possible form of involvement. In a log report, such meetings were also mentioned by providers as a good arena for dialogue. Not all of the departments had regular meetings, however. As a result of participation in the dialogue seminar, and of the providers' sense that these meetings could offer a valuable avenue for increasing user involvement, a decision was made to implement such a meeting on a regular basis in both departments during the program period. In the minutes from a staff meeting, providers reported a positive experience with this new meeting: ''Patients came prepared to the house meeting; they had talked together before the meeting, and they put forward their suggestions and critics.'' This experience confirmed an earlier comment made in a staff meeting: ''Have the patients involved, often they will surprise us.'' Despite the providers' initial impression, though, it was also reported that it was difficult to get people to attend house meetings on an ongoing basis. In this regard, providers made reference to the ''old'' group of patients who were not contributing in a positive way to house meetings. Several logs pointed to the fact that there were basically two groups of patients in the departments: there were a ''new'' group of inpatients that were considered to be in active rehabilitation and there was an ''old'' group of inpatients who had been living on the units for years. In one staff meeting, these ''old'' inpatients were described as: ''Ambivalent; they want us to decide for them.'' Providers also added that: ''we can work more with the patients, as patients have to learn to engage.'' Some people were also said not to want to participate, as one provider's report from a staff meeting explained: ''If you are feeling bad, you live now, not then. It is good to stay in bed; it hurts more to get up'', and further referring to maintaining a structure and engagement in the patients' lives as important.
Being Seen and Heard by Providers
In a log report, providers described the key elements of a dialogue as: ''See the patient, listen to the patient, and have him/her feel understood, pass on hope, and provide information about the mental illness.'' Providers also considered having sessions on a regular basis with people to be an important way to engage them in active treatment and for this treatment to become goal-directed. This was illustrated in a log report:
There is more and more demand for active patient treatment and for providers in the departments to be therapist in the patient's treatment. Engaging in dialogue is important for active treatment, and we need proper tools ensuring that the patient is seen, heard, and understood.
At the same time, providers acknowledged that current practices could be more active and goal-directed. A provider wrote in a log: ''We can engage in sessions with patients on a more regular basis. Treatment might not be as goal-directed as it could be when you do not have regular sessions.'' At the staff meetings, both ad hoc and planned sessions with patients were discussed. Ad hoc sessions, for example when having a walk, were considered to be a good opportunity for conversation. But providers were encouraged to have regular and planned sessions, outside the person's room, so that the daily dialogue could go beyond just focusing on mental disorders and treatment, but begin to address the person's life as a whole. To be prepared for these sessions and to be clear on what was to be the focus of such sessions were considered important, as inpatients often commented that nothing seemed to be happening. This fact was introduced by the facilitator in a staff meeting as a way of calling attention to the inpatients' perspective and inviting the providers to be curious about what people might consider as their own goals and what they might say was working (or not) in treatment.
Several logs also emphasized that providers were being encouraged to look for people's strengths and resources instead of just their problems. But providers continued to find it easier to focus on problems, and to propose the best solutions to these problems to their patients. One log contained the following insight: ''It is a major challenge for us as providers being trained to identify problems, to become more oriented toward solutions.'' Finally, providers reported in the logs some experiences of attempting to engage a patient in a dialogue. For example, one entry read:
A patient who has anxiety, we offer him sessions on a regular basis, but he avoids this. Another patient is not interested in talking about treatment, but when it comes to talking about an apartment in community he is interested.
Other challenges providers identified to developing dialogues with patients were talking across purposes and not speaking the same language. It seemed to providers difficult to change a negative conversation into something positive without minimizing the issue. In a staff meeting it was questioned if it was the patient's or service provider's responsibility to improve the quality of the conversation. The concluding comment to this was: ''The priority must be to find out what works, if evaluations show that things do not work, there has to be opening for changing primary care provider.''
Department Level User Involvement
Inpatient interviews did not address user involvement at the departmental level. This was a theme in the dialogue seminar, however, as providers engaged in discussions about how to promote service user involvement at this level as well. Providers had a variety of questions about this topic in the staff meetings, including: Who and how many service user representatives do we need? How could the service user representative be available for inpatients and their families? How often and in what kind of meetings is the service user representative to attend? What about training, fee and professional confidentiality? Providers managed to find answers to some of their questions during the study period. In one of the departments, a former inpatient was recruited to be a service user representative. The representative took take part in staff meetings during the program period, and she participated in a training program offered by the Norwegian mental health association. She was also involved in the development of an information folder about the services provided at the centre, and was to continue to be a user advocate in the department after the research period. Although important progress was made, there was still need of more experiences with the issues of departmental level user involvement.
Discussion
In this paper, we first explored inpatients' experiences of being involved in their own care while admitted to inpatient departments in Norwegian CMHCs. Second, we studied how service providers approached user involvement during the eight-month study period, and their experiences in their work. Semi-structured interviews with inpatients and log reports from providers and minutes from staff meetings with a facilitator constituted the data for the study. These data were analyzed within the frame of two essential requirements to user involvement defined by the study participants: (1) offering people opportunities to participate in decision-making about their treatment and their life situation and (2) acknowledging a person's right to be seen, heard and understood.
The study data illustrate some of the complexities associated with user involvement for inpatient services in Norwegian CMHCs. In accordance with the ideological and political call for both user involvement and active treatment in inpatient mental health care, providers acknowledged that their new role included encouraging and facilitating user involvement [18] . However, the data suggest that service providers often perceive inpatients to be unmotivated and unwilling to take part in their own care. Providers also appear to struggle with engaging people in dialogue about their care, having treatment be goaldirected, involving inpatients in developing individual care plans or in meetings about treatment, and developing user involvement at the departmental level. While official health policy documents call for user involvement at both the individual and departmental level of services, providers have to a lesser extent been provided the necessary tools and guidance to succeed with this aspect of the expected service transformation.
What can be learned from this study is that inpatients' and providers' perspectives on involvement in care are different. From the inpatients' perspective, taking part in decisionmaking about their own treatment, or attending daily activities provided in the departments, were not prominent aspects to their inpatient stay. Exhausting mental health symptoms, but also unpleasant experiences as participants in meetings, were referred to as reasons that people did not attend more meetings or activities. There also appeared to be confusion about the meaning of being involved in their own treatment and individual care planning. Even though providers were described as being nice, understanding and supportive, this did not always translate into participants feeling that they were being seen or heard as individuals with their own unique aspirations, goals, needs, or preferences.
Calling attention to user involvement and making efforts to strengthen involvement at the inpatient departmental level may be necessary first steps, but are insufficient on their own. Providers in this study acknowledged their own skill deficits in engaging and sustaining collaborative relationships with inpatients, called for training and tools to enhance their communication with service users, and attempted to adapt new methodologies to enhance user involvement in their services. To further develop user involvement in inpatient mental health services and to have providers better understand the person with the mental illness as a unique individual, some lessons can be learned from literature on recovery and person-centered treatment planning.
In the United States, for example, person-centered care planning is being recognized as a promising tool in the process of transforming mental health service systems to a recovery orientation within which user participation and shared decision-making are core values [25, 26] . Person-centered care planning starts with the person's strengths, hopes and wants, employing everyday language. It allows for genuine expressions of what the person perceives as his or her goals, and what is important to the person in reclaiming a meaningful life in the community. It is within the context of these life-goals that psychiatric treatments and other interventions are then framed as tools for the person to use in his or her recovery. This approach requires providers to elicit and understand the individual's goals and then to follow-up on how specific treatments, including medications, can help to promote and achieve these goals. To use a concrete example from the study data, if a person only wants to talk about getting an apartment in the community, then this would be taken as a meaningful starting point for developing a recovery-oriented person-centered care plan (rather than dismissed as irrelevant to treatment).
A shared-decision making perspective is another approach that enables providers to take people's concerns more seriously in the decision-making process, for example in relation to medications [27, 28] . In this study, participants reported having little influence on the final decision-making about medication. In a shared-decision making model, providers engage in partnership and dialogue with the individual about expected and predicted impacts of taking medications, acknowledging the individual's experiences as expert knowledge. Providers play a role of offering the individual choices, also educating him or her about the potential consequences and risks of the choices that are made. Within such a partnership model, the person taking medication is more likely to perceive this as part of the recovery process and less likely to view receiving treatment as simply complying with providers' prescriptions.
Person-centered care planning and shared-decision making will have implications for service users. Effective advocacy will depend on the person's awareness of and efforts to claim his or her own rights as a service user. It will involve being prepared for treatment meetings and engaged in formulating his or her own treatment goals. Some may benefit from training to promote their own advocacy. Others might find it useful to invite family members, a close friend or a consumer advocate to their treatment planning meetings. Either way, the service users' energy will be guiding the involvement process.
Finally, the results from the present study are restricted in terms of generalizability. All of the study participants were recruited from inpatient departments in two CMHCs in Norway. Some interview participants might have been restricted in their openness, as the interviews were performed in inpatient settings. There were also inpatients who declined the invitation to participate in an interview. Data from providers were collected as logs and minutes of meeting, reporting on providers' collective efforts to increase user involvement during the project period. Such data are of a different character than data collected in individual interviews. Despite these potential limitations, the qualitative findings presented in this paper demonstrate the diversity in inpatients' and providers' perspectives on involvement in services. Such differences in perspective will need to be explored further and addressed in future efforts to increase service user involvement in inpatient care.
